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COVID-19 - A CHALLENGE FOR THE HEALTH CARE SYSTEM 
Sana Wazir 


Until the last century, coronavirus have been associated with non-severe respiratory 
infections in humans‘. In December 2019, a new coronavirus was isolated in patients 
related to the Wet market in the city of Wuhan (China). It rapidly spread across the 
world and has become the largest pandemic since the Spanish Flu in 1918. More than 
half a million people worldwide were infected by the end of March 2020 with an 
increasing number of deaths being reported* The first COVID-19 case in Pakistan was 
reported in the end of February, since than the total confirmed cases of COVID- 19 are 
261,914 and reported deaths of 5,522 and recovered cases are 198,509*. By now we 
are all aware of the symptoms of the still evolving disease, which can include cough, 
fever and chills, muscle pain, sore throat, shortness of breath and loss of taste and 
smell. It can also include gastrointestinal symptoms and headaches. 


The year 2020 has proved to be a nightmare for the economy and health care; 
creating a panic situation across the world’. It is a three-fold challenge for the health 
care professionals: one concerning health care of the general population and 
prevention and control of infection in the community, secondly providing health care 
facilities for combating this critical situation, and thirdly safety and protection of the 
front-liners®. This is an uphill task for developing countries like Pakistan due to low 
socioeconomic reasons”. 


The virus is transmitted from human to human droplets putting the medical personnel 
at greater risk and requiring the use of full personal protective equipment (PPE) as 
they are in close contact with such patients. The shortage of PPE is a worldwide 
problem. Proper triage systems should be established at different health care centers 
for screening of suspected COVID-19 patients. Infected patients require critical care 
and assisted ventilation which needs professional training of staff who are involved in 
care of virus infected patients. High demand for ventilators and establishment of high 
dependency units on emergency basis is also a challenge. The emerging need for 
experienced frontline health care professionals is putting our skeletal health care 
system under a lot of pressure. As we are eagerly waiting for drugs and vaccines to 
combat this pandemic, the only option we have is to take precautions. However, health 
care professionals cannot stay away from the patients nor can they avoid contact with 
suspected cases of COVID-19. They are the frontline warriors fighting with full 
strength. They are under tremendous physical and mental stress. Many doctors across 
the world have lost their lives mainly in China and Italy, and several deaths have been 
reported in Pakistan. Apart from their health, they are at a high risk of transmitting the 
disease to family and friends. 


Many queries still need to be answered in research for best scientific evidence in order 
to prevent and control spread of COVID-19 and clinical management of infected 
patients. COVID-19 pandemic is a challenge for health care system globally, which 
should be combated with improvement in acquiring knowledge about the disease, 
spreading that knowledge to the common man and getting acclimatized with the new 
normal by changing our practice guidelines for providing best medical care. Public 
awareness and strict adherence to standard operational procedures cannot be 
stressed enough to control the 
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spread of the novel coronavirus. 
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GENDER DIFFERENCES IN IMAGINARY AUDIENCE AND DEPRESSIVE 
SYMPTOMATOLOGY AMONG COLLEGE STUDENTS 


Ume Kalsoom', Sabeen Rahim*, Huma Akbar? 


ABSTRACT: 
OBJECTIVES: 


The present study aimed to investigate gender differences on Imaginary Audience (IA) 
and depression among college students. 


METHODOLOGY: 


Six hundred college students, both boys (n=299) and girls (n=274) completed cross 
sectional survey. Data was collected from different colleges of Peshawar (KPK) from 
September- December 2016 using purposive sampling technique. The age range of the 
sample was 17-22 (M=19, SD=1.47) years. Two scales, New Imaginary Audience Scale 
(NIAS) and Beck Depression Inventory (BDI) were administered to them. 


RESULTS: 


Analysis of the findings was made using stepwise deletion technique for sample 
distribution and t-test. Statistically significant gender differences were found on New 
Imaginary Audience Scale (t=-2.48, p= .001) and Beck Depression Inventory (t=3.07, p= 
.02). Mean score was on NIAS were among girls, while on depression boys mean 
scores were prominent. 


CONCLUSION: 


The results of the present study concluded gender differences on both variables i-e 
NIAS and Depression. The findings further suggest that girls have prominent features of 
new imaginary audience in their student’s life whereas, boys pertain depressive 
symptoms during this period. 


KEYWORDS: Gender, Imaginary Audience, Depression, College Students 
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INTRODUCTION: 


Egocentrism is a phenomenon 
associated with the early life of children’. 
Piaget* has defined egocentricism as 
the focus of a child during the early 
stages of consciousness. During the 
sensory motor stage, a child lacks the 
capacity to discriminate between him 
and the world. Likewise, a child is in no 
position to evaluate the importance of 
others and appreciate their viewpoint. 
Piaget explained egocentrism as an 
obstacle in the matter of discrimination 
between self and oneself and the 
diversity in it could be experienced 
during certain stages of development. 
Piaget lays stress on the importance of 
up gradation of the new cognitive 
abilities at each stage of development 
and the movement to next stage 
expressing intellectual maturity’. After 
successfully completing operational 
stage the adolescent enters adulthood 
and acquires meta cognitive skills to 
reason and understand abstraction. 
Egocentrism is inherent in homo 
sapiens, which plays important role in 
childhood. At this stage the brain is not 
fully developed to respond to teachings 
and experiences of others and 
discriminate between subjective and 
objective aspects of one's self *. This is 
the difficulty of brain but if the child 
persists with the same __ behavior, 
cognitive complications will occur. Piaget 


4 J Gandhara Med Dent Sci 





GENDER DIFFERENCES IN IMAGINARY AUDIENCE AND DEPRESSIVE SYMPTOMATOLOGY AMONG COLLEGE STUDENTS 





is of the view that this trait is associated 
with childhood but when a child grows 
and matures it will disappear in due 
course. Adolescents may however 
experience a sort of new egocentrism 
during their cognitive development. They 
may attain the ability of meta cognition 
which means that they are capable to 
think and can also appreciate the 
thoughts of others. Initially it is difficult 
for the adolescents to discriminate 
between their own thoughts and that of 
others. This conflict between thoughts of 
the adolescents and others is known as 
adolescent egocentrism. This concept 
put forth by Piaget was _ further 
developed by Elkind’. Adolescent 
egocentrism is expressed in two ways, 
which are two inter-related concepts i.e. 
imaginary audience (IA) and personal 
fable (Pf). Imaginary audience has two 
dimensional aspects abiding self which 
means excessive concern for permanent 
aspects of one's self, transitory self 
which keeps focus on temporary aspect 
of one's self when adolescents believes 
in self-importance and his omnipotence 
that is known as personal fable. This 
point of view is_ reflected in_ their 
neglectful conduct amongst regular day- 
to-day existence. The contrast between 
the two sets is that imaginary audience 
is identified with cognizance while 
personal fable is reflected character. 
Adolescents are dependent on parents 
but at the same time they are obsessed 
with the idea of independence. The 
confusion between imaginary audience 
and personal fable can however be 
resolved®. Researchers looking into the 
concept of imaginary audience and have 
achieved different results in different 
situations and age. Piaget reported that 
egocentrism decreases at the end of 
adolescent because of fortify self- 
understanding’. Gradient in IA observed 
in eight grades, while gather intensity at 
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formal operational stage” °. Imaginary 


audience normally drops down during 
adolescent because of the appearance 
of different personality factors at 
different stages’. Piaget'’ is of the view 
that imaginary audience could not be 
limited to youth, and with formal 
operational thoughts, besides these 
adults who procure identity characters 
had one-sided opinion about 
themselves''. Therefore, it is presumed 
that IA may cause shyness, social 
anxiety, and embarrassment congruity 
among affectees'*. Self-awareness, 
feeling of disgrace, identity expressions 
and requirement for seclusion expounds 
socially sensitive behavior of imaginary 
audience adolescents’” '. Ryn and 
Kuezkowski,'° reported that adolescents 
having doubt bond with their parents 
indicated reliable result score = on 
imaginary audience scale. Adolescents 
Pf type also thinks the same way, their 
behavior is influenced by feeling of 
indestructibility, which is observed, and 
risk taking behavior'®. Pf affecters are 
beset by malaise narcissism and self- 
importance’’. Teenagers with IA traits 
have no positive contribution to society 
because of their negative thinking style 
and orientation. Elkind associated 
egocentrism with adolescence’, but 
some _ researchers’ established _ that 
adults were also susceptible to develop 
geocentricism'®. Galavoki’ conducted a 
study to confirm Elkinds theory of 
adolescent with IA and Pf. The main 
objective of the research was to test 
Piaget's explanation for egocentrism and 
its growing criteria with age. Health risk 
behavior e.g. eating disorder, cigarette 
smoking, and the substance use are 
also. investigated in_ relation with 
geocentricism'’. Another study suggests 
geocentricism as a prominent predictor 
of online risk behavior?’. Depression 
among college students is common. 
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Normally during this transitory period, 
many students feel joy, worries, concern 
and passion at the same time some 
develop depression. These depressive 
symptoms may be a reaction to score 
good grades, concerns about future, 
away from home etc. Girls may 
experience more depression = as 
compared to boys. It may be girls face 
unique socio cultural, psychological, 
biological factors, lower social status 
and unequal power and workload*'*°. In 
order to verify relationship between 
geocentricism and depression 152 
participants between the ages of 18-25 
were tested. The result indicated 
positive relationship between _ two. 
Psychologists ignored the phenomenon 
of IA, but the construct of IA was again 
taken up for study to find out the 
behavioral problems of adolescents. 
Likewise, IA and _ its_ relation’ to 
depression in Pakistani college students 
were never given attention. Therefore, 
the present study took initiatives to find 
out gender role not only in depression 
but also in geocentricism construct of 
imaginary audience. 


METHODOLOGY: 


In the present study the sample 
consisted of N=600 (boys = 300, girls = 
300) participants. Out of these 2/7 
participants did not complete’ the 
questionnaires. So, remaining 5/73 
participants were included in the study. 
As a result, 299 boys and 274 girls 
participated in the study. The data was 
collected using purposive sampling 
technique from different colleges of 
Peshawar (KPK). Age range of the 
sample was 17-22 years (M=19, 
SD=1.47). The scale was devised by 
Elkind and Bowen,” in order to measure 
eth response of adolescents in different 
situations and highlight their thinking 
process. The response’ of _ the 


J Gandhara Med Dent Sci 5 


JGMDS 


adolescents was obtained’ through 
questionnaire regarding their 
daydreaming and different social events, 
which affected their popularity. The 
reliability of the scale on the present 
sample is a= .831. This inventory was 
developed to measure the symptoms of 
depression®. It is a_ self-evaluation 
questionnaire comprising 21 items. The 
time allowed 5 minutes to the subjects to 
put circle on the number that described 
the best. The ages of the subjects for 
BDI are ranged between 13 years to 80 
years. Score of 14-19 indicates mild 
depression, 20 to 28 are indicative of 
moderate depression and 29-63 shows 
severe depression. In this study the 
Cronbach alpha reported 0.799. 
Permission of the concerned college 
authorities was obtained to contact the 
participants for collecting data. The 
participants were informed about the 
type of study and its objectives. They 
were assured that the data would be 
kept confidential and will be used for 
research purpose only. Questionnaire 
was given to the volunteers" along with 
written and verbal instructions. The 
subjects were given consent forms 
besides NIAS and BDI. Those who 
needed clarification were also obliged 
now. Data of 2/7 subjects was discarded 
being unsatisfactory. Remaining filled 
questionnaire of 5/73 participants was 
processed. 


RESULTS: 


In order to get effective result, the missing 
data was handled through SPSS version 
20. Those questionnaires, which were 
completely empty, deleted using stepwise 
deletion technique. Then Pearson 
correlation is conducted on New Imaginary 
Audience Scale, and Beck Depression 
Inventory with age variable to determine 
their association. The correlation is found 
for NIAS (r= .121**, p< .001) and BDI (r= 
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.100*, p< .05). The significant correlation 
shows that the status of the data is missing 
at random. The missing data is replaced by 
linear interpolation method. In the last 529 
questionnaires are evaluated for NIAS and 
528 for BDI. Further Q-Q plot and 
histogram shows that the data is normally 
distributed, as illustrated in Figure 1, 2 and 
3. Later t-test was applied to find out 
gender’ differences on NIAS _— and 
Depression. 


Figure1: Q-Q Plot of The Sample of NIAS and 
BDI 


Normal Q-Q Plot of LINT(BDITT) 


Expected Normal Value 





Observed Value 


Normal Q-Q Plot of LINT(NIASTT) 


Expected Normal Value 





50 75 100 125 150 175 


Observed Value 
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Figure 2: Histogram Showing That the Data is Normally Distributed on NIAS (N=529) 


LINT(NIASTT) 


Mean =108.29 
Std. Dev. =16.54 
N =529 


Frequency 








180.00 


60.00 80.00 100.00 120.00 140.00 
LINT(NIASTT) 


Figure 3: Histogram Showing That The Data was Normally Distributed on BDI (N=528) 


LINT(BDITT) 


Mean =19.61 
Std. Dev. =9.298 
N =528 


Frequency 





0.00 10.00 20.00 30.00 40.00 50.00 
LINT(BDITT) 


Table 1: Gender Difference Among Students on New Imaginary Audience Scale (N=529 


Boys (260) Girls (269) ae 


_ “ 
“wee “ 





Table 1 shows the comparison between 
boys and girls on NIAS. Significant gender 
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differences were found between boys and 
girls. The result suggests that girls score 


high on NIAS as compared to boys. 


Table 2: Mean, Standard Deviation and T-Value Showing Gender Differences of Students on 
Depression (N=528) 


Boys (259) 


a a ee 
_ _— 


Depression 20.94 (10.1) 18.32 (8.3) 02 





The results revealed gender differences on BDI scores. However, it further indicates 


that boy"s scores on depression are slightly high as compared to girls. 


DISCUSSION: 


Imaginary audience is a phenomenon 
pertaining to adolescence. This 
phenomenon has been extensively 
researched but few researchers have 
paid attention to NIAS with young 
adults. The present research is 
focused on NIAS among the student's 
sample. Gender differences coming 
to surface proves the hypothesis that 
imaginary audience is higher among 
girls in comparison to boys, could be 
on account of socialization to which 
male and female students are 
exposed under social — cultural 
pressure. Girls are focused on the 
issues of identity and career, which 
may push them to egocentrism. 
Brody*? was of the view _ that 
adolescent boys suppressed _ their 
emotional expressions whereas girls 
also. did not express __ socially 
unacceptable emotions like anger. 
Peterson and Roscoe,’ concluded 
that college students exhibited more 
IA as compared to _ subjects. 
Egocentrism was investigated among 
Canadian adolescents who displayed 
depressive symptoms. The study 
revealed that the girls were distinct 
and self-conscious in comparison to 
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boys. The researchers also found 
relationship between social class and 
geocentricism*®. The data was also 
analyzed to find gender differences in 
students’ sample about depression. 
The research proved that depression 
was more common in girls as 
compared to boys*” °°. The research 
also led to mixed result among the 
students, for example no gender 
difference was found in_ students 
displaying depression symptoms””. 
Moeini et al,°’ also suggested girls 
are more susceptible to depression 
whereas in some studies man were 
reported to be showing’ more 
depressive symptoms as compared to 
women**. This data indicated that 
boys got high score on BDI as 
compared to girls. This might be since 
in our culture males have to shoulder 
more responsibilities than women as 
they have to bear the pressure of jobs 
and supporting their families. Age of 
adulthood is immaterial because the 
males are brought up in_ social 
conditions where family responsibility 
becomes integral part of _ their 
personalities. Depressive symptoms 
common in students are due to 
academic _ problems, loneliness, 
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economic problem and _ relationship 
with other students. 


CONCLUSION: 


Summarizing the aforesaid factual 
position, it is concluded that there are 
gender differences on NIAS and BDI. 
Girls score more on NIAS as compared 
to boys. The boys are more prone to 
depressive symptoms during student 
life. 
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PREVALENCE OF REFRACTIVE ERROR AND STRABISMUS IN PRIMARY SCHOOL 
CHILDREN OF TEHSIL LAKKI MARWAT, KHYBER PAKHTUNKHWA PAKISTAN 


Faheem Ullah’, Naheed Mahsood*, Waqas Mohyuddin’, Saadullah Afridi*, Zia Ur Rehman? 
ABSTRACT: 
OBJECTIVES: 


Refractive errors and strabismus continue to remain a significant public health problem. Among 
school children it has an impact on child development. The aim of the study was to determine 
the prevalence and pattern of refractive error and strabismus among primary school children. 


METHODOLOGY: 


It was a cross-sectional study. Stratified random sampling technique was used to 
select the school children. Data was collected in November-December 20193. 
Visual impairment was defined as, presenting VA of < 6/12. A total of 2288 
children (1746 boys and 542 girls) were screened from 26 randomly selected 
schools. Stratified sampling technique was used. Data were collected on pre- 
designed questionnaires and entered and analyzed by SPSS software version 16. 


RESULTS: 


The mean age of children was 8.10 + 2.3 years. About 4% children were found 
visually impaired. The prevalence of refractive error was found to be 5.4%, of 
which 88.6% was uncorrected refractive error. The prevalence of refractive error 
was found higher in girls than boys, 6.8% and 5.0% respectively. Among types of 
refractive error, myopia prevalence was 2.3%, hypermetropia prevalence was 
2.0% and astigmatism prevalence was 1.1%. The prevalence of strabismus was 
1.3%. Refractive error was found as a main cause of visual impairment in school 
children. Prevalence of strabismus among this study population is relatively low as 
compared to the global prevalence of 2% to 5%. 


CONCLUSION: 


It is recommended that more study to determine the extent of the problem and 
possible factors for development of refractive error and strabismus types are 
needed to mitigate these conditions. 
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INTRODUCTION: 


Visual impairment continues — to 
remain a_ significant public health 
problem worldwide. The uncorrected 
refractive error has been considered 
one of the priorities of the WHO 
global initiative for the elimination of 
avoidable blindness’. About 80% of 
the visual impairment is avoidable’. 
One study reports that strabismus is 
the third most common _ ocular 
disorder in children of Pakistan’. 
School children are one of the key 
population groups that are most 
suffered by refractive error and 
strabismus. As children usually don't 
complain of visual problems, early 
diagnosis and prompt treatment of 
visual impairing eye conditions is 
important to prevent the visual 
problems, which may affect child 
learning ability’. Our objectives were 
to determine the prevalence and 
pattern of refractive errors and 
strabismus among primary’ school 
children. 


METHODOLOGY: 
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A cross sectional study was designed 
to assess the prevalence and pattern 
of presentation of refractive error and 
strabismus in school children aged 5 
to 12 years in Lakki Marwat tehsil, 
Khyber Pakhtunkhwa Pakistan. There 
are total 666 primary schools in tehsil 
Lakki Marwat of which 447 are boys" 
schools and 219 are girls’ schools. 
The total strength of children in these 
schools are 53082, of which 40507 
are boys and 12575 are girls. A total 
of 26 primary schools (17 boys and 9 
girls) were visited and 2288 children, 
of which 1746 were boys and 542 
were girls, were screened. The study 
was conducted from August 2013 to 
January 2014 by stratified random 
sampling technique. All the 
government primary schools of tehsil 
Lakki Marwat were stratified into two 
strata i.e. boys and girls. Then 
required numbers of schools were 
randomly selected. To estimate the 
refractive error and_ strabismus 
prevalence of 05% ', with 95% 
confidence interval (4% - 6%) among 
school children having total strength 
of 53082; a sample size of 1485 is 
needed; and calculated as 60, n=Zy/2* 
(1-P) (P) N/d* (N-1) + Zg/o* P (1-P). By 
adjusting for the design effect of 1.4 
and non-compliance of 10% the final 
sample size calculated was 2288. A 
medical team consisting of 
optometrist and technicians carried 
out the data _ collection. Ethical 
approval was obtained from the 
ethical approval committee of Khyber 
Medical University and permission 
was taken from concerned district 
education officers. Dates were fixed 
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for screening of each school and all 
the concerned headmasters”™ 
presence was- ensured. Children 
personal data and eye examinations 
data was recorded using __pre- 
designed RESC Eye Examination 
form of WHO. In each school an 
appropriate room was selected for 


examination, which was _ properly 
luminated. Children who’ were 
already wearing glasses, _ their 


presenting VA were assessed (while 
wearing their glasses). All ocular 
alignment assessments were 
performed without spectacles. Initially 
ocular alignment was _ determined 
using corneal reflections (Hirschberg 
Test), followed by a cover/uncover 
test using an occlude and performed 
at 0.5 and 4 meters. Children, whose 
vision was improving with refractive 
correction, were prescribed glasses. 
A child needing diagnostic workup or 
surgical treatment was referred to the 
concerned hospital. Proper informed 
written consent was obtained from the 
parents of all children’ through 
concerned head teachers. Descriptive 


Statistics such as __ frequencies, 
percentages, means and _ standard 
deviations were used. 


RESULTS: 


The study population was comprised of 
1746 (76.3%) boys and 542 (23.7%) 
girls. Among study population, 2196 
(96%) children were found normal or no 
visual impairment, 54 (2.4%) children 
were mild visually impaired, 23 (1%) 
were moderate visually impaired, 8 
(0.3%) were severe visually impaired 
and 7 (0.3%) were blind. The overall 
prevalence of presenting _ visual 
impairment in study population was 4% 
(95% Cl 3.21% to 4.79%). Prevalence 
of presenting visual impairment was 
observed to be higher in girls (5.4%) as 
compared to boys (3.7%). Figure 1 
shows the type of visual impairment in 
study population. Reasons for 
presenting VA < 6/12 or 0.3 Log MAR in 
better eye (visual impairment) were 
found to be due to refractive error 49 
(53.3%), amblyopia 33 (35.9%), corneal 
Opacities/disorders 7 (7.6%), and 
posterior segment disorders 3 (3.3%). 


Figure 1: Causes of Presenting Visual Impairment 


7.6% 3.3% 





m Refractive errors 
m Amblyopia 
Corneal opacities/disorders 


m Posterior segment disorders 


Table1: Causes of Presenting Visual Impairment in Study Population by Gender 
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Refractive Amblyopia Corneal Posterior Total 
Disorders Segment 
Disorders 


28 (45.9%) 28 (45.9%) 4 (6.6%) 1(1.6%) | 61 (100%) 
21 (67.7%) 05 (16.1%) 3 (9.7%) 2 (6.5%) | 31 (100%) 
49 (53.3%) 33 (35.9%) 7 (7.6%) 3 (3.3%) | 92 (100%) 























The overall prevalence of refractive prevalence of refractive error was 
error was found to be 5.4% i.e. 123 found higher in girls than boys, 6.8% 
refractive error cases in 2288 children (3/7 cases in 542) and 5.0% (86 cases 
(95% Cl 4.49% to 6.31%). The in 1746) respectively. 
Figure 2: Prevalence of Refractive Error in Study Population 
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Table 2: Prevalence of Refractive Error in Study Population by Gender 


Number of Refractive Error Prevalence (%) 
Children Cases 


ca 





The number of refractive error cases refractive error) and children who 
newly detected (uncorrected were already wearing spectacles 
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(corrected refractive error). In this 
study 109 (88.6%) new cases of 
refractive error were found, and 14 
(11.4%) children were already 
wearing spectacles out of 2288 
children screened. 


In this study myopia was found the most 
common type of refractive error, 51 
(41.5%) children out of 123 children 
were myopic (with girls shared more 


than boys 51.4% and 36.4% 
respectively). Hypermetropia was the 
second common type of refractive error. 
7 (85%) children out of 123 children 
were hypermetropia (with boys 
contributed more than girls 43.2% and 
24.3% respectively). Astigmatism was 
found as the least common type of 
refractive error. 25 (23.5%) children out 
of 123 children were suffering from 
astigmatism. 


Table 3: Prevalence of Different Types of REs in Study Population by Gender 


No of Types Of 


Children — 


— bal 


942 19 


In this study the prevalence of 
strabismus was observed to be 1.3% 
i.e. 29 strabismus cases in 2288 
children (95% Cl 0.85% to 1.75%). 
No significant difference in 
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Refractive 


3.5% 





Errors 


Hypermetropia Astigmatism 


Cases Cases 
38 2% 16 0.9% 


1.7% 1.7% 


prevalence of strabismus was found 
between boys (1.3%) and_ girls 
(1.3%). 
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Figure 3: Prevalence of Strabismus in Study Population 
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Table 4: Prevalence of Strabismus by Gender 


oe | Number of Children | Strabismus Cases Prevalence (%) 





DISCUSSION: 


Childhood blindness and uncorrected 
refractive errors are among the five 
priorities targeted in VISION-2020°. 
Visual experience of a child plays a 
major role in their psychological, 
physical and intellectual development. 
Visual impairment due to uncorrected 
refractive error and strabismus can 
have both short and_ long-term 
consequences’ in children® °. 
According to the Baltussen et al, 
screenings of 5-15 years old children 
yields the most cost-effective health 
effects’. In this cross-sectional, 
schools-based prevalence study of 
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refractive error and strabismus in 
primary school children of tehsil Lakki 
Marwat, total 2288 children aged from 
5-12 years old were screened. In this 
study no significant difference was 
observed between mean ages of 
boys (8 years) and girls (8.2 years). 
The mean age agreed with AIl- 
Wadaani FA et al®. The overall 
prevalence of presenting visual 
impairment in this study was 4.0%. 
This is like Kumah BD et al in Ghana, 
where the prevalence of presenting 
visual impairment in school children 
was 3.5%”. However, Casson RJ et al 
in Lao People's Democratic Republic 
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observed low prevalence of 
presenting visual impairment at 
1.9%'°. While study in China, had a 
prevalence of 6.64% of presenting 
visual impairment''. Like RESC 
study,'* refractive errors was the 
prime cause of visual impairment in 
our study and were responsible for 
most of the cases (53.3%) of visual 
impairment. It is interesting to note 
that in our present study amblyopia 
was accountable for 35.9%. A study 
in Ghana, observed that amblyopia 
accounted for 9.9% visual 
impairment’. The high contribution of 
amblyopia to visual impairment in our 
present study may be due to high 
number of uncorrected refractive error 
cases (88.6% of the total refractive 
error cases) in our study; as 
uncorrected refractive errors are the 
major cause of amblyopia. In our 
study prevalence of refractive errors 
among study population was found to 
be 5.4%, which falls within the World 
Health Organization prevalence of 2- 
10%  globally'’. This is also 
comparable to the prevalence 
observed by Gao Z et al in Cambodia 
(6.57%)'*, and by Pavithra M et al in 
India (7.03%)'°. However, this is 
higher than the prevalence reported 
by Shaikh and Aziz in South Karachi 
(2.0%)°, Opubiri and Pedro-Egbe in 
Nigeria (2.17%)'°, and Casson RJ et 
al in Lao People's Democratic 
Republic (3.6%) '°. On the other hand, 
the refractive error prevalence in our 
study is much less than the other 
similar studies conducted in Turkey 
(23.4%) by Caca | et al'° in Iran 
(22.66%) by Yekta A et al’ and in 
saudi Arabia (13.7%) by Al-Wadaani 
FA et al®. These studies specify that 
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the prevalence of refractive errors is 
much higher than our results. 
Although these studies had used 
almost same case definitions and 
methods as used by us, but wide 
variations of _ refractive — errors 
prevalence observed by _ different 
authors are naturally likely to be due 
to differences in sample sizes, age, 
geographical situation, ethnic 
variation and _ nutritional status. 
Refractive error was found more 
prevalent in girls (6.8%) compared to 
boys (5.0%). Similar results were 
found by Alam H et al in their study 
on school children in Karachi, where It 
was reported that prevalence of 
refractive error was 8.9% in female 
children, while no single case of 
refractive error was found in male 
children’®. Another study in India by 
Sharma S et al found that refractive 
error prevalence was 23.7% in girls 
and 12.2% in boys’. While some 
studies reported higher prevalence of 
refractive error in boys than girls. 
Study by Soomro MZ et al in 
southern Punjab found that 
prevalence of refractive error was 
19.1% in boys and 16.1% in girls”. 
We have found a higher prevalence 
of myopia (2.3%) in our study than 
that of hyperopia (2.0%) and 
astigmatism (1.1%). In India myopia 
was more prevalent (3.16%) than 
hypermetropia (1.06%) and 
astigmatism (0.16%)*'. Among all 
types of refractive errors, myopia was 
41.5%, which is consistent with other 
studies done in Pakistan by Ali A et al 
in Lahore (myopia 43%)** and 
soomro MZ et al in Southern Punjab 
(myopia 58.23%)". In our present 
study we have observed high 
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prevalence of myopia and 
astigmatism in girls. Also found that 
the myopia prevalence significantly 
increased with age, while’ no 
significant difference in prevalence of 
astigmatism was found with age. 
Whereas, the prevalence of 
hypermetropia was observed 
significantly higher in the boys and 
younger age children. This trend may 
be attributed to the theory of 
emmetropization in which there is a 
shift from hyperopia in early childhood 
to emmetropia as the child grows. 
Caca | et al, in their study also found 
that myopia was associated with older 
age and females, whereas 
hypermetropia was inversely 
proportional to the old age’®. Similar 
study by Czepita D et al, in Poland 
found a positive correlation between 
prevalence of myopia and age, as 
well as negative correlation between 
prevalence of hypermetropia and age, 
while no association was observed 
between the prevalence of 
astigmatism and age**. According to 
the literature review, all data available 
in Pakistan on strabismus is hospital 
based. No proper study was found, 
on prevalence of strabismus in school 
children. In present study we have 
determined the status of strabismus 
in school children. Although the 
prevalence of strabismus in our study 
was not as_ considerable _ like 
refractive errors, it requires prompt 
intervention since the _ affected 
children are prone to amblyopia, 
binocular problems and _ cosmetic- 
related psychological disturbances. 
The prevalence of strabismus in our 
study was 1.3%. This is comparable 
with the results of study in Japan, 
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where Matsuo T et al, reported the 
prevalence of strabismus as 1.28%". 
However this prevalence is relatively 
lower than the global prevalence of 
strabismus (2 to 5%)*°, and also from 
other studies conducted by Faghihi M 
et al in Iran (3.1%)*°, Bansal A et al in 
India (3.92%)*’, and Lin S et al in 
China (10.9%)*°. Whereas Sherpa D 
et al reported low prevalence in 
Nepal”, 


CONCLUSION: 


We concluded that the school going 
children is a_ high-risk group for 
developing refractive errors and 
strabismus. Refractive error was 
found as a main cause of visual 
impairment in school children and 
contributed to more than half of the 
visual impairment. Although the 
prevalence of strabismus in our study 
was not as considerable as refractive 
errors, it requires prompt intervention 
since the affected children are prone 
to amblyopia, binocular problems and 
cosmetic-related psychological 
disturbances. It is suggested that 
screening programs need to be 
implemented on a large scale to 
make possible early detection of 
vision impairing conditions in school 
children. Also, in this study it was 
found that the myopia and exotropia 
prevalence _ significantly increased 
with age, while hyperopia and 
esotropia prevalence was observed to 
decline with age. Studies are needed 
to determine the possible risk factors 
responsible for different types of 
refractive errors and_ strabismus 
development. It is recommended that 
more studies to determine the risk 
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factors, control it so that to achieve 
the goal of Vision 2020. 


LIMITATIONS: 


Due to limited time and resources, 
this study focused only on schools 
within one tehsil of district Lakki 
Marwat, therefore limiting findings to 
a tehsil Lakki Marwat. Another 
limitation is that strabismus was 
measured only as present or absent 
through Hirschberg corneal reflex test 
and cover test. Prism testing was not 
performed. Also, the possible risk 
factors responsible for different types 
of refractive errors and strabismus 
development were not possible to 
study due to difficulties inherent with 
the used research design. 
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ABSTRACT: 
OBJECTIVES: 


To determine the pre and post-operative dental pain intensity and dental anxiety in 
patients undergoing tooth extraction and providing counselling with dental treatments. 


METHODOLOGY: 


lt was a comparative study conducted in dental hospitals of Peshawar I.e. Sardar 
Begum Dental College and Khyber College of Dentistry. A total of 200 participants 
were selected for this study through simple random sampling technique. Half of 
the participants (N=100) received dental treatment with counselling, whereas half 
participants (N=100) got only dental treatment. Informed consent was taken from 
the participants. Both genders having an age range of 18-60 years were included 
in the study. Those patients who have severe or other associated dental/medical 
problems were excluded from the study. Modified Wisconsin Brief Pain 
Questionnaire and Dental Anxiety Scale-Revised were used for data collection. 
Both questionnaires have high reliability and validity. The patients were counselled 
from time to time during the tooth extraction procedure to reduce their anxieties 
and divert their mind from dental tools and pain. The data was analysed using 
SPSS 22.0 version. 


RESULTS: 


The outcome of the study showed that the pain severity and dental anxiety was 
reduced in the patients taking dental treatment along with counselling after the 
dental extraction as compared to the patients having only dental treatment. Pain 
inference also improved after tooth extraction. 


CONCLUSION: 


Dentists should need to learn counselling skills to provide relief to patients from 
dental pain and anxiety. Patients suffering from dental pain or diseases also 
require some psychological interventions along with dental treatments. 


KEYWORDS: Dental Extraction, Pain, Dental Anxiety, Anaesthesia, Counselling 
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INTRODUCTION: 


Tooth extraction or dental extraction 
is a process of pulling teeth from its 
socket (dental alveolus). Periodontal 
diseases, tooth decay and dental 
trauma are the common reasons for 
dental extraction especially when they 
are associated with toothache where 
restoration of teeth is not possible’. 
There are two types of dental 
extraction i.e. surgical and non- 
surgical/simple. Post-extraction risks 
include swelling, pain, infection, 
bruising and_ bleeding. However, 
surgical post-extractions risks can be 
of high intensity, complicated and 
more painful. Anticoagulant drugs, 
prescribing antibiotics and evaluating 
the nerve damage risks are the pre- 
dental extraction measures*. The 
dentists must manage post-extraction 
complications immediately to provide 
relief to the patients and minimize the 
risks of other dental problems*. The 
periodontal therapy aim is to improve 
the wellbeing of dental patients 
through maintaining the natural 
dentition in optimal conditions, 
whereas _ dental extraction is 
inevitable under certain 
circumstances that subsequently 
require the consideration of tooth 
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replacement options*. Among them, 
fixed dental prostheses are regarded 
aS a highly predictable and 
therapeutically versatile alternative, 
also associated with long-term patient 
quality of life. However, tooth or 
implant-supported cannot fully 
replace all the inherent functions and 
properties of natural teeth’. At dental 
hospitals mostly patients present with 
complaints of pain, which is a 
complicated and personal experience. 
People have different pain thresholds, 
which provide a basis for measuring 
the pain intensity. In dental clinical 
practice, assessment of pain is the 
routine procedure for which different 
tools are developed and dentists are 
using it®. The gold standard for 
measuring pain intensity is patient 
self-reports’. Most of the researches 
were done to minimize post-operative 
pain. Mostly non-steroidal  anti- 
inflammatory drugs, opioids and both 
are used to treat and control dental 
post-operative pain®. Inflammation 
plays a vital part in wound healing 
and facial swelling or inflammation 
can lead to pain’. In dentistry anxiety 
and apprehension of fear can be seen 
by the patients in routine checkups. 
Almost 1/7 patients in western 
countries experience maximum 
anxiety during dental treatment'®. The 
reasons can be due to the belief 
system of patients that they would 
have a painful experience'' and 


having a_ history’ of - painful 
experiences during dental 
procedures’. Oosterink et al, in their 
study, analyzed sixty-seven 


odonatological conditions, in 1°" place 
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who stand out were due to anxiety of 
oral surgery whereas anxiety of 
dental extraction was in 5" place’. 
Patients previous experiences helps 
to understand their state of anxiety, 
fear and pain. The patient having a 
maximum level of fear/anxiety will 
perceive and recall the treatment as 
more intense or painful aS compared 
to patients having minimum anxiety or 
fear'’. The notion will reinforce that 
such patient will comply with 
treatment over time, _ primarily 
attainment of additional interventional 
treatments. In conservative 
treatments such as_ root. canal 
treatment, patients are also found to 
have higher expectations of pain than 
they feel afterwards during 
treatment'*. To the best of our 
knowledge, this is the first study that 
presents the analysis of pain 
experience before and after routine, 
uncomplicated tooth extraction with 
and without counselling. Everyone 
experiences fear and anxiety before 
tooth extraction along with pain, 
anxiety not only produces emotional 
unease but may also provoke patient 
behavior that hinders procedure, in 
some cases prolonging the 
intervention and complicating post- 
operative pain'® 


METHODOLOGY: 

A comparative research study was 
done to assess pre and_ post- 
operative dental pain in patients 
undergoing routine dental extraction 
and dental anxiety. It was conducted 
in the dental hospitals of Peshawar. 
The sample size was_ selected 
through simple random sampling 
method and a total of 200 patients 
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participated in this study. 100 
participants received dental treatment 
with counselling, whereas’ 100 
participants were given only dental 
treatment. Informed consent was 
taken from the patients and well- 
developed questionnaires were used 
to collect the data i.e. Modified 
Wisconsin Brief Pain Questionnaire 
and Dental Anxiety Scale-Revised. 
Modified Wisconsin’ Brief Pain 
Questionnaire has two sub-scales; 
one is for measuring pain severity 
and second is to assess. pain 
interference. The pain_ interference 
scales further evaluate the general 
activity, mood, walking ability, normal 
work, relations with other people, 
sleep and enjoyment of life. A pilot 
study was done on 10% of the 
population. SPSS version 22 was 
used for the analysis and 
interpretation of data. Paired sample 
t-test was done to analyze the data. 


RESULTS: 

Table 1 shows pre and post-operative 
dental treatment with and _ without 
counselling; as there is an evident 
difference between the means of 
dental severity with counselling and 
only dental treatment pre and post- 
operative dental extraction. In Table 
2, the pain inference was checked 
through rating their general activity, 
mood, walking ability, normal work, 
relations with other people, sleep and 
enjoyment of life. There was a 
significant improvement in the group 
having dental treatment — with 
counselling aS compared to other 
group having only dental treatment. In 
Table 3, dental anxieties in  post- 
operative dental extraction in both 
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groups were reduced but in group of was more evident. 
dental treatment with counselling it 


Table 1: Pre and Post-Operative Dental Pain Severity Between the Two Groups 


Pre-Pain Post-Pain 95% Confidence 
Severity Severity Interval 






*Dental Treatment with Counselling ** Dental Treatment without Counselling 


Table 2: Pain Interference of the Patients in Pre and Post-Operative Dental Pain 


Pre-Pain Post-Pain 95% Confidence 
Interference Interference Interval 





*Dental Treatment with Counselling ** Dental Treatment without Counselling 


Table 3: Dental Anxiety of Patients Before and After the Dental Extraction 


Pre-Dental Post-Dental 95% Confidence 
Anxiety Anxiety Interval 


10.8(199) 





*Dental Treatment with Counselling ** Dental Treatment without Counselling 
DISCUSSION: of the studies were centred around 
. . either pre or post-operative pain after 
Dental anxiety and dental pain careful removal of impacted third 
relationship must be well understood molars, or on the adequacy of various 
by the dentists, as this will have an pharmaceutical agents in fighting pre 
impact on the quality of life of the and post-operative sequelae © 
patients after dental extractions. Most Successful management of the 
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patient's pain and anxiety is central to 
the practice of dentistry. The range of 
pharmacological and non- 
pharmacological techniques at the 
disposal of the dental clinician, all of 
which rely to some extent on the 
behavior management skills of the 
dental team includes local 
anaesthesia, conscious — sedation, 
general anaesthesia, acupuncture, 
TENS (Transcutaneous — Electrical 
Nerve Stimulation)'’. The National 
Institute for Health and Care 
Excellence (NICE) ~ states that 
evidence-based psychological 
interventions such as _ Cognitive 
Behavioral Therapy can be effective 
treatments for anxiety related to 
dental pain and is recommended first- 
line treatments in preference to 
pharmacological treatment'®. The 
intensity of dental anxiety towards 
dental pain is different among certain 
groups of population; several studies 
have shown that younger people, 
people with low  income- or 
socioeconomic status, and people 
with a low level of education tend to 
have more severe dental anxiety and 
pain than people who are elderly, 
more affluent or better educated”. 
Dental anxiety generally considered 
to have originated in childhood and 
develops further as a result of 
aversive conditioning and_ family 
influences*’. The anxiety provoked 
the pain mostly by auxiliary treatment 
procedure involving aesthetic 
injection, sharp dental instrument, 
unpleasant sounds and vibration of 
the drill"s, experiences of the family 
members and friends, number of 
missing teeth may be an indicator of 
the number of traumatic experiences, 
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fear of suffocation, claustrophobia, a 
sense of helplessness, visiting for the 
first time and minor oral surgical 
procedure like tooth extraction*'. 
Moderate dental anxiety can be 
reduced by a_ pleasant’ dental 
environment, a calm atmosphere and 
a patient's support attitude by medical 
Staff, a trust relationship established 
through good communication 
between the patient and the doctor“. 
Certain information about the 
treatment procedure received from 
the practitioner would anticipate the 
sensation the patient might expect 
and see his preferences **. An 
optimal preoperative counselling plan 
for the surgical extraction of a patient 
may have the greatest impact on 
preparing patients for extraction and 
may decrease the severity of pain“. 
Similar results were obtained in our 
study shown in Table 1. A_ study 
demonstrated that high pre-operative 
anxiety and stress levels could have 
an impact on post-operative recovery, 
resulting in increased post-operative 
pain*®. In Table 2, the group having 
dental treatment with counselling had 
minimized pain inference in_ post- 
operative dental extraction. A study in 
Korea found that patient selected 
music reduces the _ intraoperative 
anxiety during surgical extractions~’. 
Similarly, in our study Table 3 shows 
that patients” dental anxiety 
significantly reduces when _ dental 
treatment is provided along with 
counselling as compared to only 
dental treatment. Another study 
conducted in Saudi Arabia reported 
that showing a dental extraction video 
to patients under local anaesthesia 
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during the tooth extraction lowers the 
anxieties of the patients~° 


CONCLUSION: 


Physical pain and diseases are 
interconnected with psychological 
disturbances. Most of the dental 
patients have dental anxieties and 
phobias due to which they resist 
dental treatment, so it is important for 
dentists to provide them comfort 
through utilizing counselling skills. 


LIMITATIONS: 

lt was not a randomized control trial; 
patients’ characteristics and dental 
treatments were varied from patient to 
patient. Pharmacological treatment 
effects were not observed in this 
study. 
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ABSTRACT: 
OBJECTIVES: 


The purpose of this study was to assess suicide and their relationship with risk 
factors |I.e. degree of hopelessness, severity of depression and suicidal ideations. 


METHODOLOGY: 


lt was a cross sectional study conducted in Psychiatry unit Khyber Teaching 
Hospital Peshawar. The total sample of this study was forty-eight admitted 
patients. Those patients were included in the study that scored moderate to high in 
Hamilton Depression Rating Scale (HDRS), Hopelessness Scale and Reasons for 
Living Inventory (RLI). The collected data were analysed using SPSS version 22. 


RESULTS: 


Study showed that reasons for living as well as the subscales of reasons for living 
inventory i.e. responsibility towards family, hope of improvement and surviving and 
coping beliefs have significant inverse correlation with score on Hopelessness 
Scale and suicidal ideations. The score on subscale religious beliefs had 
significant correlation only with score on hopelessness. Married individuals’ 
responses were different on total reasons for living to a significant extent. The 
patients with past psychiatric history had significantly greater fear of suicide. The 
three different social groups did not differ to a significant extent in scoring on 
reasons for living. 


CONCLUSION: 


The reasons for living as a whole and some of the subscales of Reasons for Living 
Inventory have significant inverse relationship with suicidal risk factors showing 
the modulatory effect of these reasons on Suicidal risk. Moreover, these reasons 
are not equally distributed among some of the sociodemographic and clinical 
groups. 


KEYWORDS: Hopelessness, Suicide, Fear, Religious Belief, Psychiatry 
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INTRODUCTION: 


Depressive illness is the fourth 
leading cause of the global burden of 
disease (GBD)'. Moreover, 
depressed people are at high risk of 
suicide. More than 50% of suicides 
are attributed to an episode of major 
depression” °. In the past it was a 
commonly held belief that suicide was 
the problem of western industrialized 
countries but now it is a major health 
problem even in developing 
countries” °. A study has reported 
that 5000 people attempted suicide 
between 1997-1999 in Pakistan. 
Despite this fact it is a poorly studied 
subject in our country® °. There is a 
lot of research on identifying various 
risk factors for suicidal behavior 
throughout the world. But the factors 
that protect an individual from acting 
on suicidal urges have little been 
studied. This is even though the lower 
rates of suicides have mainly been 
attributed to the protective influence 
of religion and family’ ’. Research has 
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shown that patients who struggle with 
their suicidal urges have reasons that 
help them in protection from acting on 
their suicidal thoughts. These reasons 
represent various socio-cultural and 
religious factors and a scale has been 
designed to assess these reasons’”. 
Hopelessness, suicidal ideations and 
degree of depression are the main 
determinants of suicidal risk’. The 
main focus of preventive efforts, 
against suicide and deliberate self- 
harm, has been to address the risk 
factors. Augmenting the protective 
factors against the suicide can also 
be helpful in preventing the suicide 
and deliberate self-harm. The nature 
of various protective factors and their 
relationship with the risk factors can 
help to identify the strategies for 
effective interventions in reducing 
suicide and deliberate self-harm. The 
present study aims at finding the 
relationship between the risk factors 
and the protective factors mentioned 
above. In addition, the proportion of 
these factors in different socio- 
demographic and clinical groups will 
also be studied. 


METHODOLOGY: 


A cross sectional study conducted in 
psychiatry unit of Khyber Teaching 
Hospital Peshawar (May-November 
2018). 48 patients were selected for 
this study through — systematic 
sampling technique. The _ inclusion 
criteria of the patients were having 
greater than 1/7 score on HAM-D, age 
range of 15 to 65 years and the ability 
to communicate properly. All those 
patients who either did not give 
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informed consent or their depressive scores on subscales of RLI with 
illnesses were secondary to organic degree of hopelessness, suicidal 
and other psychiatric disorders like ideations and score on HDRS. F-test 
schizophrenia or substance abuse was administered for comparisons of 
were excluded. Semi _— structured mean scores of groups like married 
interview was conducted for and single’ individuals’ on _ total 
associated clinical characteristics and reasons for living and subscales of 
diagnosis of depression according to RLI like responsibility towards family 
the ICD-10 criteria. The and religious beliefs. 

questionnaires used in this study are 

Hamilton Depression Rating Scale RESULTS: 


(HDRS) for rating of severity of 
depression"’, Beck Hopelessness 
Scale (BHS) for measurement of 
degree of hopelessness'’ and 
Reasons for Living Inventory (RLI). 
RLI was used to assess the various 
reasons given by the patients for not 
acting on suicidal urges. The data 
was analyzed with the help of SPSS 
version 22. Spearman's correlation 
analysis was used to find out strength 
and direction of correlation of total 
scoring on reasons for living and 


The analysis of reasons for living 
given by the patients showed that 
responsibility towards family was 
considered as the most significant 
protective factor against suicide both 
in males and females. This was 
closely followed by the religious 
beliefs. 


Table 1: Protective Factors and their Mean Score 


Reasons Standard Deviation 


Responsibility Towards Family 
Religious Beliefs 


Hope of Improvement 


— 
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Total score on reasons for living was 
inversely correlated with score of 
hopelessness and suicidal ideations 
to a statistically significant extent i.e. 
at significance level <0.01 and 0.05, 
while with score on HDR&S_ their 
relation was negative but’ not 
Statistically significant. Among the 
subscales of LI, responsibility 
towards family, hope of improvement 





with hopelessness’ and __— suicidal 
ideations. Religious’ beliefs had 
significant inverse correlation with 
hopelessness only (r= -.411, P<0.01). 
The three subscales i.e. fear of social 
disapproval, child related concern and 
fear of suicide did not have any 
significant inverse correlation with 
scores of hopelessness, HDRS and 
suicidal ideations. 


JGMDS 


and surviving and coping beliefs also 
had statistically significant correlation 


Table 2: Correlations of The Scores of All Reasons as a Whole and The Subscales of RLI with 
Scores on HDRS, Hopelessness and Suicidal Ideation 


Score of Suicidal HDRS Score 
Ideations 


Total Scores on Reasons by Every -.435 -.329* -.123 
Individual 
Responsibility Towards Family -.287* 


Score of 
Hopelessness 


Religious Beliefs 


**<0.01 





*<0.05 


NOTE: Values are of Spearman's correlation coefficient. 
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There was no statistically significant concern (Df=1, f=105.681, P<0.001) 


difference on various subscales of as shown in Table 3. Table 4 shows 
RLI between married and_ single the individuals having past psychiatric 
subjects. However, there is history differed to a_ statistically 
Statistically significant difference significant extent only in scores on 
between the two groups on total RLI subscale, fear of suicide (Df=1, 


scores (Df=1, f=6.383, P<0.05) and f=4.067, P<0.05). 
on the subscale of child related 


Table 3: Significance of Difference Between Married and Single Individuals in Scoring on Reasons 
for Living as a Whole and The Subscales of RLI 


Mean Score of Mean Score of 
Unmarried Married Patients 
Patients 


All Reasons for Living 34.56 42.94 1 6.383 0.015 


Lecaee a 
Family 

bec 
eer | 
bial 
eee | a 

emeresetcocen Te 
Fear of Suicide = 


Table 4: Comparison of patients score with and without psychiatry history 


Mean Score of Mean Score of 
Patients with Patients without 
Past Psychiatry Past Psychiatry 
History History 


2.289 0.137 


8 
6 
0 


OO 
AS 
9.90 
3.69 
19 
3.87 





All Reasons for Living 


Responsibility Towards 7.8 
Family 
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DISCUSSION: suicidal ideations. These findings are 
consistent with the findings of Malone 


Although suicide has not been et al,’ and Mann et al,'°. Both studies 


adequately addressed in __ local reported very significant negative 
literature , several studies in our correlation between scores of. all 
country as well as in other countries reasons for living and 
of the region specifically India, have hopelessness’. These _ findings 


addressed related issues. Nunni and support the possible modulatory 


Mani, for example, explored psycho 


demographic profile of suicidal 
ideations; Srivastavasa and 
Kulshreshta found low _ positive 
correlation between severity of 


depression and suicide; and Narang 
et al, showed that mood disorder was 
the most common psychiatric illness 
in suicidal patients’*"*°. On an 
extensive search into the local 
literature and Extra Med, we could not 
find a study on similar subjects. 
Therefore the findings of the present 
study could only be compared with 
those of the studies conducted mostly 
in U.S and U.K. These comparisons 
will have inherent limitations of widely 
different socio-cultural settings. This 
study aimed at finding relationship 
between risk factors and protective 
factors of suicide. It was found that 
the total score on all reasons for living 
had significant inverse correlation 
with scores on hopelessness and 
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effect of the reasons for living on 
suicidal risk. An inverse relationship 
between the two sets of factors 
suggests that the reasons for living 
given by the patients have a 
protective influence. These reasons 
seem to counteract the influence of 
risk factors. The study also attempted 
to analyze correlations of scores on 
different subscales of RLI with scores 
on hopelessness, HDRS and suicidal 
ideations to know the _ relative 
importance of these subscales or 
factors. We found that all these 
factors at least had _ negative 
correlation with all the three risk 
factors separately. However, scores 
on two protective factors Le. 
responsibility towards family and 
surviving and coping beliefs had 
significant inverse correlation with 
scores on hopelessness and suicidal 
ideations. Score on religious beliefs 
had significant inverse correlation 
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only with hopelessness. The literature 
on the whole seems to support the 
hypothesis that religion and family 
cohesion are associated with lower 


— : 17-20 
scores on_ suicidal ideations . 
Therefore, it appears that the 
responsibility towards family and the 
religious beliefs are two- main 
antagonists of hopelessness and 
suicidal ideations. This is also evident 
from the fact that these two factors 
were rated as the two commonest 
reasons for living. It has been 
acknowledged that religious beliefs 
and some socio-cultural traditions do 
influence the extent and severity of 
suicidal mortality and mental health 
as a whole. Various religious and 
socio-cultural traditions, in the Asians 
and other ethnic minorities, seem to 
play a protective role in mental health. 
This might partially explain the lower 
rates of suicide reported in 
Bangladeshis and Pakistanis when 


compared with other ethnic groups’ 
. But this aspect has been largel 
ignored in cross-cultural research — 


"There was a significant difference 
between married and single 
individuals on scores of total reasons 
for living. This was accounted mainly 
for by the score of married patients on 
child related concern. As _ previous 
literature shows that single people 
commit suicide more than married 


individuals’. It is possible that child 
related concern might partially be 
responsible for the relatively greater 
protection for married individuals 
against suicidal acts. This, however, 
needs to be studied further in studies 
incorporating proper controls. The 
difference in scoring on total reasons 
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for living was not significant between 
the two age groups i.e. above and 
below 40 years. It is an interesting 
finding and needs to be replicated in 
an older adult population. Subjects 
with history of a psychiatric illness 
scored significantly higher on the 
subscale for fear of suicide. But there 
was no _ Statistically — significant 
difference in scoring on total reasons 
for living. This finding is interesting. It 
appears that individuals who had past 
psychiatric history of depression 
developed fear of suicide. Moreover, 
the study has also shown that groups 
based on available support i.e. poor, 
fair and excellent varied to a 
significant extent in scoring § on 
hopelessness but did not’ vary 
significantly in scoring on HDRS and 
total reason for living. This finding 
suggests that level of social support is 
not a determinant of RLI. So, it 
appears that reasons for living 
constitute an independent cognitive 
schema, not influenced by difference 
in age and level of support available 
to the individuals. However, this 
hypothesis needs to be tested in 
further studies. The score on HDRS 
did not bear significant correlation 
with reasons for living. Malone et al,’ 
has shown that score on _ Beck 
Depression Inventory has significant 
inverse relationship with score on 
reasons for living. In the literature, the 
difference has been attributed to the 
fact that HDRS measures subjective 
depression while Beck Depression 
Inventory measures objective 


depression | This study is an 
attempt to explore the _ different 
dimensions of various reasons for not 
acting on suicidal ideas and urges. 
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CONCLUSION: 


The present study has the following 
practical implications; Assessment of 
Reasons for living should’ be 
considered as important as that of 
risk factors while assessing suicidal 
risk in depressed patients. It has been 
demonstrated that depressed and 
suicidal patients have negative 
cognitive sets. While reasons for 
living seem to have modulatory effect 
on suicidal risk. These reasons may 
possibly be used in 
psychotherapeutic interventions like 
cognitive behavioral therapy (CBT) 
and rational emotive behavioral 
therapy (REBT) for depressed and 
suicidal patients. These may help to 
modify distorted cognitive schema 
and challenge negative thoughts of a 
depressed patient. Cross-cultural 
research regarding the protective 
factors against suicide will be of 
utmost importance in highlighting the 
positive value of different socio- 
cultural and religious traditions. 


LIMITATIONS: 


One of the limitations of the study 
includes a relatively small sample 
size. This was due to fact that we 
have limited resources. The study 
had no funding. Another limitation is 
lack of a proper control group. Further 
research is needed on larger samples 
while incorporating proper controls. 
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STUDENTS IN PESHAWAR 
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ABSTRACT: 
OBJECTIVES: 


This study aimed to investigate the prevalence of bullying and perceived social 
Support among students in Peshawar, Pakistan. 


METHODOLOGY: 


lt was a cross-sectional descriptive survey, conducted in different private and 
government sector schools, colleges and universities of Peshawar (November2019- 
February 2020). A total of 1000 students participated in the study. We employed a 
Stratified sampling technique and selected a proportion of students from every academic 
year. Female students aged 15-24 were included in the study. Informed consent was 
taken from the students and the concerned authorities of the institutes. A questionnaire 
was designed to assess the prevalence of bullying behavior and the availability of 
perceived social support. Pre-testing of the questionnaire was performed on 10% of the 
population. The obtained data were analyzed in SPSS version 27. 


RESULTS: 


The prevalence of bullying was more in university students as compared to college 
and school students. Similarly, most of the private sector students were the victims 
of bullying. Family and friends were highly perceived as social support. 


CONCLUSION: 

A multidisciplinary approach involving affected children, their parents, school 
personnel, media, non-governmental organizations, and security units are required 
to achieve an effective approach for the prevention of violence targeting children in 
schools as victims and/or perpetrators. 
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INTRODUCTION: 


In 2012 the Canadian province Ontario’ 
proposed a law which _ states that 
“bullying means repeated and 
aggressive behavior by a pupil where 
the behavior is intended by the pupil to 
cause, or the pupil ought to know that 
the behavior would be likely to cause, 
harm, fear or distress to another 
individual, including psychological harm 
or harm to the individual's reputation, 
and the behavior occurs in a context 
where there is a real or perceived power 
imbalance between the pupil and the 
individual based on factors such as size, 
strength, age, intelligence, peer group 
power, economic status, social status, 
religion, ethnic origin, sexual orientation, 
family circumstances, gender, race, 
disability or the receipt of special 
education". Bullying is generally a word 
or statement, which is used against a 
person who seems to be less powerful, 
low self-esteem or having’ low 
socioeconomic status*. Bullying is so 
common that approximately all the 
people go through it at some point in 
their life“. In schools mostly bullies go for 
the physical appearance, academic 
records or family backgrounds and the 
reason behind all this is of course 
aggression (verbal or physical), grudges, 
jealousy, insecurities, and poor problem- 
solving abilities’. Bullying can be of 
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many types i.e. physical bullying 
includes hitting, pushing, harming or 
using force on the victim*. The other is 
verbal bullying which comprises 
harassing or intimidation statements e.g. 
taunting, teasing, name-calling which is 
related to psychological intimidation too 
that results in depression and anxiety”. 
A survey conducted in  Australia,° 
estimated that 30% of males and 40% of 
females experiences mental health 
problems, which can be observed even 
at the age of 50. In comparison with 
physical bullying, verbal bullying has 
more adverse and long-term effects’. 
The relational bullying and cyberbullying 
are indirect bullying’. The relational 
bullying is used for a social freeze out of 
the victim through manipulation of the 
social relationships by bullies to target 
the reputation of the victims. Physical 
and cyber-bulling can be on a peak in 
middle school children while’ verbal 
bullying can last up to high school’. All 
these types of bullying are inter- 
relational, approximately 10% of bullies 
exhibit a consistently high rate of 
bullying over time; boys are more likely 
to be classified as bullies than girls’. 
Bullies mostly exhibit defiant behavior 
and seemly reported as attention deficit 
hyperactivity disorder and opposition 
defiant disorder’’. The victims have low 
self-esteem, anxious, less assertive and 
insecure. They also face problems in 
social gatherings, which they usually 
avoid resulting in loneliness. 
Researchers documented that victims 
suffered from more severe anxiety 
problems in which social anxiety is 
mostly reported in adulthood and they 
are also prone to personality problems’. 
In 2017 the New York Times published 
an article on child-committed suicide 
after bullied which is also the tragic 
reality of the bullying'’. Bullying can also 
occur in adulthood. Bullying in the 
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workplace has_ received _ significant 
attention; this bullying can take the form 
of sexual harassment, attempts to 
extract favors, excluding people from 
meetings, gossip, and other forms of 
overt hostility’*. However, particularly 
sexual harassment, are 7 
actionable and can result in lawsuits’ 

Bullying others is not healthy or 
justifiable behavior, but reasons for 
bullying are often rooted in emotional 
pain or difficult family history'*. Being a 
victim of bullying can result in difficult 
emotions such as_ anger, shame, 
anxiety, and isolation’’. In UK, the 
incidents of bullying in medical schools 
were up to. thirty-eight per cent'®, 
whereas in India’” it was reported cases 
were about fifty per cent’ while 
unreported cases were ninety per cent. 
Similarly, in Pakistan,’® a study 
conducted on medical health 
professionals and _ it found high 
prevalence of bullying among them. The 
purpose of our study was to find out the 
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prevalence of bullying in different 
educational level students, educational 
sectors and their perceived _ social 
support. 


METHODOLOGY: 


lt was a _ cross-sectional descriptive 
study. This study was conducted from 
November 2019 to February 2020. A 
total of 1000 Students were recruited 
after taking informed consent. The 
inclusion criteria were 16-24 years of 
girls from different institutes. A stratified 
sampling technique was used; from 
every year the proportional number of 
students were selected for the study. A 
questionnaire was designed for this 
study to assess the prevalence of 
bullying and their perceived social 
support. Pre-testing of the questionnaire 
was done. Chi-square’ test and 
descriptive statistics were applied to 
analyse the data. 


RESULTS: 


Table 1: Prevalence of Bullying in Students with Different Educational Levels 


P-value 


Chi-square 


Experiences Bullying Total I 
value 


149 (71. a 0 (28. Lea 209 (100%) 


—— 152 (55.3%) 





123 (44.7%) 


275 (100%) 


305 (59.1%) 211 (40.9%) | 516 (100%) 13.75 


Table 2: Prevalence of Bullying in Students of Educational Sectors 


Educational 


Sectors 
Yes 


Experiences Bullying Total I 
value 


Chi-square P-value 


166 (31.7%) 358 (68.3%) | 524 (100%) 


we 
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Social Support 





Family Friend 


43.2 42.6 
: - . . 


Teachers Others 


mFamily mFriend mTeachers m Others 


Figure 1: Level of Social Support of the Students 


DISCUSSION: 


Bullying is a solemn issue, that has 
strong linkages with gender, age, loss of 
appetite and sleep, low performance in 
education and suicidal thoughts’’. A 
study conducted in Toronto,~” suggested 
that in every hour students were being 
bullied and bullying is specifically related 
to the classroom activities. Bullying is 
more prevalent in academic settings in 
the context of Pakistan*’. A study 
conducted in Pakistan,** reported that 
63.8% of junior doctors experienced 
bullying whereas 66.7% of them 
witnessed the bullying of others. Mosily 
victims were Asians, black, and females. 
In school-going adolescents of Pakistan, 
41.3% (n=46/76) were the victims of 
bullying however the prevalence of 
bullying in females were 35.5%*°. In our 
study (Table 1), the incidents of bullying 
were high among matric (71.3%), 
intermediate (55.3%) and _ university 
(59.1%) female students (p<0.001). In 
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Pakistan, 52% medical students 
reported the bullying**. In this study, 
Table 2 shows the prevalence of bullying 
among government and private sectors 
educational institutes. Most of the 
private sector students (59.1%, n=248) 
experienced the bullying as compared to 
government sectors students (31.7%, 
n=166). A study conducted in Pakistan*” 
(Khyber Pakhtunkhwa), reported low 
incidents of bullying in private sector 
workplace and positive relation between 
workplace bullying and thoughts to quit. 
A research conducted in three countries 
(Sri Lanka, Myanmar, and Pakistan) 
found that the adolescents who were 
victims of bullying reported higher level 
of depressive symptoms*’. Social 
support from family is important in 
endorsing upright psychological well- 
being. There was evidence that higher 
levels of support from friends and 
moderate (but not high) family support 
was able to protect bullied adolescents 
from poor academic achievement*°. In 
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our study (Figure 1), the students 
reported high level of social support from 
family and then friends. Perceived social 
support from teachers were minimum, 
which should be consider evaluating the 
reasons and enhance their contribution 
in the safeguard of students. A study 
found that low level of social support to 
the victims of bullying leads to poor 
mental health of the students*’. This 
study will provide lay out to the 
authorities to take actions against 
bullying in the educational settings and 
provide social support to them. Through 
proper anti-bullying action plan the 
prevalence of bullying can be reduced 
and students will excel in their career 
with confidence. 


CONCLUSION: 


It was determined that the extent of bullying among 
students is high, as demonstrated through this study. 
The authorities should take action to reduce it in 
educational settings and provide them a _ healthy 
environment. 


LIMITATIONS: 


This study was more specifically for 
female students and excluded male 
students. It also didnt address the 
Causes or reasons for bullying among 
students. 
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